Foster Family Home - Corrective Action Report

'mederm- = 5-&23589 .

Home Name Leonarda Batuiayan, CNA Réview ID: 5-'62'3589'-;!

5419 Kuapapa Street Reviewer: David Ayling ) .

Kapaa Hi 96746 Begin Date: 6/12/2018 End Date: C, / 27 l [ S{

Foster Family Home Required Certificate . [7-14546]

6.(d)(1) Comply with all applicable requirements in this chapler and

Commeni .................................................................................................................................

Home visit for a 2 person CCFFH recertification review made on 6/12/18. Corrective Action Report issued during home
visit with all items due to CTA by 7/12/18.

6.(d)(1) - see applicable sections of the review

-Foste; Family Home Personnel and Staffing - [17-1454-41]

41.(b)}(8) Have documentation of current training in blood borne pathogen and infection control, cardiopulmonary
resuscitat_ior] 3 ar]d basjc f“ rst aid. ‘

41.(6(1) Tuberculosis clearances that meet department of health guidelines; and
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41.(b)(8) - No current Blood Borne Pathogen certification for CG #4 and CG #5. Expired on 2/4/18.

41.(f)(1) - No current TB clearance for HHM #1. Expired on 12/20/17.
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Community Care Foster Family Home (CCFFH)
Written Plan of Correction for Deficiencies
Listed in Corrective Action Report

Chapter 17-1454

cerrr Name: LEDZAARNA BATWLA Ywy (c c FFH )

CCFEH Addm$:$6£!q gaﬁ?ﬁﬁ'} q_ K?‘}Pi&rﬁ

Ht 26244

Rule Corrective Action Taken Date
Numbher Corrected

Prevention Strategy
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Primary Caregiver’s Signature: D(‘JZA.,., El/“£1/ ;%tw{}%—’

U

Print Name: iﬂﬂfﬁﬁbﬁ ;E:P}Qufy,ynf Date of Signature: _¢ /21/ ¥ |




